W E have approached the question of the desirability of surgical treatment for occlusive cerebrovascular disease with the thought that more than one method of treatment is possible. Two of us (R.G.S. and J.P.W.) with Millikan' have reported previously concerning long-term anticoagulant therapy for incipient stroke. Our experieinee with such medical treatment has been satisfactory enough so that when patients have a condition that clearly indicates a need for anticoagulant therapy, for example, heart disease, but also have significant occlusive cerebrovascular disease, we do not consider them primarily as potential candidates for surgical treatment.
In recent years we have explored the use of surgical treatment of occlusive cerebrovascular disease, particularly in the category of incipient stroke (or focal intermittent cerebrovascular insufficiency). Such patients have transient attacks of focal neurologic symptoms lasting for 5 to 30 minutes and occurring over several weeks or several months: the patient is normal between the episodes. 2 The end result of such transient attacks is often a serious cerebral infaret, although this is not always. the case. 1 The surgical approach to occlusive cerebrovascular disease has been directed to the extracranial cerebral circulation, and most of the reported procedures have been performed on the cervical carotid arteries. A few procedures have been directed to the vertebral arteries near their origin or to the arteries arising from the aortic arch.
Shimizu and Sano3 were the first to report cases of reeonstructive surgery of the internal carotid artery. A thrombus was removed from one of their patients, and the thrombosed portion of the internal carotid artery was resected and replaced with an autologous venous graft in another. It is not clear in their report whether either patient benefited from the procedure or whether eirculation was restored.
Easteott, Pickering, and Rob4 first reported clearly successful reconstructive operation on the internal carotid artery in a patient having episodes of intermittent focal cerebral ischemia (incipient stroke) in whom arteriography revealed advanced internal carotid steniosis. This patient was relieved of the episodes. Since this report numerous patient died from a cerebral hemorrhage, which occurred on the side of the operative procedure 5 days after the operation, and another patient died as a result of a myocardial infaret (table 1) . There has been no morbidity from complications at the operative site. No patient has had a wound infection, hematoma in the neck requiring drainage, or weakness of the tongue from trauma to the hypoglossal nerve during the procedure.
Among our patients in all categories of isehemic cerebrovaseular disease who have had cerebral complication from surgical procedures, about 50 per cent of those whose optic fundi were examined before and after the operative procedure have had small shiny embolic fragments in the retinal arterioles on the side of the operation. Although occasionally a fragment is associated with a retinal infaret, most of the fragments apparently cause no-significant retinal damage. We have thought it likely that these emboli arose from the operative site at the time of, or shortly after, the operative procedure, and that similar embolic fragments probably account for some of the cerebral infarets related to the surgical procedure. We Since all of the patients were neurologically niormal at the time of the surgical procedure, we were coneerned primarily with the risk of 
